THE operation of submucous resection of the nasal septum which I was taught to associate in its full development with such names as Killian, Ballenger and Freer, appeared to owe its success in establishing a wider nasal airway to the actual removal of those parts of the cartilaginous and bony frame which were deformed, though leaving enough support to prevent a subsidence of the bridge or roof of the nose. From the results which one sees from time to time I conclude that this tradition is still followed. For many years operating by the submucous method, I have attempted to correct these deformities rather than remove them. In Sir StClair Thomson's book, "Diseases of the Nose and Throat", 1926, 3rd Ed., New York, the author states that for the previous fifteen years he had replaced most of the broken-up septum, the pieces being left lying between the mucosal flaps during the procedure. The resected cartilage was then divided into pieces to fit like a mosaic into the window made in the septum. I had often wondered whether a difficulty here would be that as the wall of the middle partition of the nose was being rebuilt some pieces might fall down again before suitable packing had been put in to give them support. If this were a real difficulty then it might be avoided, as it appears to be by Cottle and Loring (1948), who put vaseline gauze into the nasal passages before rebuilding the wall. The mucosal flaps are then separated again by -the long speculum and reconstruction is begun.
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In these operations I prefer to use local surface anaesthesia, except for the few who call for a general anmsthetic, and in children where I proceed to interfere with less anxiety than formerly because of the use of a conservative method. In many cases the final objective is to uncover, isolate and often remove that deformity which we might call the ethmovomerine knuckle. This will be found to have a constant companion likewise deformed, the small processus sphenoidalis septi cartilaginei, but in making the advance it should be possible to turn aside, rather than remove, the greater quadrilateral cartilage and dispense with that ingenious instrument, the swivel knife of Ballenger.
The cartilage is separated from the nasal spine and from the vomer which so often carries a shelf or spur, and next from the vertical leading edge of the ethmoid plate and is then turned aside.
The ethmo-vomerine knuckle is uncovered, and at times it may be convenient to restore it to a median position though more often to isolate and remove it, either before or after reducing any bony shelf already uncovered in the advance.
In removing some spurs or when dealing with the nasal spine it is not necessary to upset their bony foundations but to thin them laterally with the chisel or gouge, and in working here I like to have the assistance of a "third hand" to wield the mallet with such force as the operator directs, the assistant accepting the role of "blacksmith's striker".
At times one may correct these basal deformities by fracture and so retain much of their substance.
It may be asked whether in separating vertically the quadrilateral cartilage from the ethmoid plate, there is a risk of holing the underlying mucosal covering; but I do not find this a real hazard, and I am prepared to arrive at this stage of the operation after working beneath the muco-perichondrium of one side only.
Another question might be, may not the spring-like plate of cartilage tend to return to its original position? But freed as it is now in front, below and behind, it is amenable to direction by such adjustments as may be made by the ingenuity of the operator. If by chance a tear has been made in the unsupported area of mucosa below, we have a reserve at hand from which a piece may be cut and dropped into the gap. I would not claim that it is always possible to preserve the whole of a deflected ethmoid plate, but much can be done by fracture or division to bring it into the mid-line. If we turn next to the problem of the columella which bas been deprived of support by a deflection of the free edge of the cartilaginous septum, one is faced with special difficulties; but at times one is able to persuade the free edge to enter a pocket cut in reverse beneath the skin of the vestibule. These difficulties are discussed in the recent article by Cottle and Loring.
In conclusion I would say that in performing a more or less conservative operation within the nasal septum one has the satisfaction of preserving much of its structure and the result is kinder to its mucosal covering.
Perforations are less likely to follow submucous rectification than after resection, and recently I saw a perfect example of the "flapping" septum after -the latter operation. I was at a loss to suggest a suitable remedy for this post-operative inconvenience, but it is one which should not follow the more conservative routine.
It has been suggested that fibrous tissue may develop in the membranous middle partition of the nose after resection of the skeleton, and that there might be a tendency for it to pull down the beam which has been retained beneath the roof, with the result that in time the profile may change: but preservation of the skeleton should offer strong resistance to the pull of fibrous tissue, and at best some may form in the scar of the original incision whichever method is used.
The relatively larger inferior turbinate body in the wider side of the nose should be fractured and displaced laterally rather than sacrifice any part of it. This important body regulates the volume of air admitted to the nose, and its surface represents a wide area. The importance of the relationship of surface area to the capacity of the nasal chambers will not be questioned for their air-conditioning function comprises cleaning, moistening and, in these latitudes, warming the stream which eventually finds its way to the lungs.
When we think of the ciliated epithelium which lines these surfaces it is encouraging to recall the opinion expressed by Dr. Arthur Proetz (1948) that the individual cilia have greater powers of resistance than perhaps had been realized.
In performing operations on the nasal septum, therefore, let us proceed kindly and do our best to retain a firm base of operations for these minute but sturdy elements whose duty it is to remove those impurities from which a healthynose should protect the lower respiratory tract. REFERENCES COrL1E, MAURICE H., and LORING, ROLAND M. (1948) Surgery of the Nasal Septum, Ann. Otol., Rhin., Iaryng., 57, 705. PRoErz, ARTHuR W. (1948) Recent Progress in Nasal Physiology, Proc. R. Soc. Med., 41, 793. Mr. H. V. Forster said, in reply to discussion, that when a general an sthetic was demanded the rebreathing through a wide-bore laryngeal tube with closed circuit provided a sense of security to the operator, but in spite of added local amesthesia and ischamia, he had found there was more congestion and the need for more frequent mopping of blood from the field of operation.
He preferred a local surface amesthetic alone, and most patients were agreeable to its being used. He appreciated Mr. Layton's support in the conservative treatment of the inferior turbinate.
Osteomyelitis of the Frontal Bone of Rhinogenic Origi
By RONALD G. MACBF;H OSTEoMyELrm ofthe skull may occur wherever thei ; diploetic bone in the neighbourhood of an infected air-sinus. Consequently, the frontal bone is by far the most frequent site, with the maxilla next in frequency, while the ethmoid and sphenoid are only rarely involved.
While it is convenient to consider the acute and chronic conditions separately, because of their different clinical manifestations, it is g-nerally agreed that the chronic form is pathologically an extension of the acute. Jn the chronic, however, reparative processes are outrunning destruction.
A. AcmTE OsTEomYELrns
This condition may occur spontaneously as a sequel to un'treated sinusitis of acute or acute-on-chronic type, or it may follow operations upon the sinuses. The material collected and published by different observers p ves contradictory evidence as to the relative frequency of these two classes of case, though che warnings in most published work and textbooks about the dangers of operations lead one to suppose that, as a whole, rhinologists are more conscious of the post-operative group. Figures are possibly further clouded by the fact that cranial osteomyelitis may occur after quite trivial operative measures-such as removal of an ethmoidal polypus-not normally classified as operations. It is probable that in the cases occurring after operation, there is a pre-existing spread of infection.
